A case ofperitonitis secondary to the perforation of a bronchogenic small bowel metastasis is reported. To our knowledge this is only the fourth case in which peritonitis was the presenting feature of a squamous cell carcinoma of the bronchus. The publications to date are reviewed and the need to biopsy every small bowel perforation found at laparotomy is stressed.
Introduction
Peritonitis as a presenting feature of bronchogenic carcinoma following the perforation of a small bowel metastasis is rare. This is a report of such a case with a review of previous publications.
Case report
The patient was a 78 year old man who gave a 5 h history of severe generalized abdominal pain of sudden onset. On abdominal examination he was found to have generalized tenderness, associated with guarding and absent bowel sounds. A portable chest X-ray showed collapse of the left upper lobe; abdominal Xray was unremarkable. A diagnosis of peritonitis was made.
At laparotomy he was found to have a purulent peritonitis secondary to a solitary perforation of the jejenum 45 cm distal to the duodeno-jejunal flexure. Slight stricturing was noted at the site of the perforation but no definite lesion could be identified. Examination of the remaining intra-abdominal structures revealed no abnormality. Ten centimetres of small bowel were resected and continuity restored with an end to end anastomosis. Post operatively he had a swinging pyrexia and a further chest X-ray on the fourth post operative day showed persistent collapse of the left upper lobe with a left hilar mass. On the fifth post-operative day the patient developed a right hemiparesis. Over the next 48 h his condition deteriorated and he died.
The histology report on the resected jejunum surprisingly stated that there were clumps of squamous carcinoma within the lymphatics of the submucosa and serosa, particularly around the site of the perforation. No mucosal tumour was found ( Figure 1 ). It was concluded that a secondary deposit from a bronchial squamous cell carcinoma had perforated. Unfortunately permission for a post mortem was refused.
Discussion
Although 9 previous cases of perforated small bowel due to metastatic bronchogenic carcinoma have been reported, in only 3 cases, as in the present case, was the perforation the presenting feature (Wellman et al., 1969; Ejeckam et al., 1979; Sternberg et al., 1980) , the primary tumour having previously been diagnosed in the remaining 6 cases (Morgan et al., 1961; Wooten et al., 1967; Midell & Lochman, 1972; Inalsingh et al., 1974; Ramanathan et al., 1976; Winchester et al., 1977) . The age of the 9 patients ranged from 36 to 81 years, with 7 males. The occurrence of small bowel metastases does not appear to be related to the histological type of the primary tumour, 4 of the 9 cases and the present case had squamous cell carcinomas and the remainder had undifferentiated carcinomas. This contrasts with the findings of 125 post-mortem examinations of patients with bronchogenic carcinoma in which only 38% of patients with squamous carcinoma showed tumour spread beyond the thorax, whereas 56% of patients with adenocarcinoma and 79% with undifferentiated carcinoma produced extrathoracic metastases (Weiss & Gillick, 1977) . Our own case and 6 of the previous cases had no other signs ofmetastatic weeks post-operatively (Wooten et al., 1967) . Only 1 of the 9 cases survived more than 16 weeks following the small bowel perforation. It is therefore a late event in the disease and as a result chemotherapy is unlikely to be beneficial. It is noteworthy that perforation followed chemotherapy in one patient (Morgan et al., 1961) . The rarity of a bronchial tumour being the primary source is demonstrated by DeCastro's series of 51 cases of small bowel metastatic disease (DeCastro et al., 1957) , none of which had primary bronchial carcinomas. DeCastro's unpublished Master's Thesis (quoted by Ejeckam et al., 1979) contained only one case of small bowel metastases with a primary tumour of the lung. In a further series of 14 cases, again only one patient had a primary lung carcinoma and only 5 cases presented with perforation of the small bowel, the remainder presenting with small bowel obstruction (Farmer & Hawk, 1964) .
We have reported the fourth case of small bowel perforation secondary to metastatic bronchogenic carcinoma which occurred before the primary lung carcinoma had been diagnosed. Furthermore, in this case the perforated jejunum did not appear to be involved with tumour at operation. We therefore stress the importance of taking a biopsy from the site of perforation or resecting the perforated bowel for histological examination rather than carrying out a simple oversewing procedure when a small bowel perforation is found at laparotomy. 
